
 
SPECIALIZED TRANSPORTATION 

SERVICE  
 

APPLICATION        # ________ 
 
 

Town of Parry Sound   Please complete and return this form  
52 Sequin Street   in person, by mail, or fax to 705-746-7461 
Parry Sound, ON    
P2A 1B4    For more information call 705-746-2101 

 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
 

Eligibility Guidelines 
The Town of Parry Sound Specialized Transportation Service provides curb-to curb      
transportation intended for person confined to a wheel chair or a scooter. 
 
The service is only available to those traveling within the municipality of the Town of Parry 
Sound.  The service will be provided to registered Clients of the town’s Specialized Transportation 
Service, for medical appointments, educational and/or employment related as well as 
social/recreational trips. 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
 
Personal Information 
           (circle one)  
Last Name    Mr., Mrs., Miss., Ms.       First Name 
 
 
 
 
Street - Address and Name                          Home Phone Number 
 
 
 
 
City / Town                         Postal Code             Date of Birth (dd/mm/yr)
 
 
 
 
Name of Residence if Applicable                  Residence Phone Number 
 
 
 

 

 

 

 



If you are currently using any other specialized transit service, please name them. 
_____________________________.  
 
 
Emergency Contact 
Please provide a person to be contacted in case of an emergency 
          (circle one) 
Last Name   Mr., Mrs., Miss., Ms.   First Name         Relationship 
 
    
 
Street - Address and Name              City/Town         Postal Code 
 
 
 
 
Home Phone Number           Work Number                Cell Number  
 
 
       
 
Authorization       
 
I hereby authorize the Town of Parry Sound to use this application to assess my eligibility.  This 
application will be reviewed by members of this organization for the purposes of determining my 
eligibility for the specialized transit service.  I also authorize the signing medical/health care 
professional to release any information to the Town of Parry Sound for purposes of determining 
eligibility.  I also understand that my continued eligibility may be assessed from time to time.  I 
also agreed that I will abide by all of the Rules and Operating Procedures of the Specialized 
Transportation Service. 
 
Applicants Signature _________________________ Date ____________ 
Or Power of Attorney                                                         (dd/mm/yr) 
 
The personal information that is collected by the Town of Parry Sound is collected under the 
authority of the Municipal Act, 2001, S.O. 2001, c.25 as amended, and is used solely for the 
administration of the specialized transit service.  This information is held in strict confidence.   
 
 
 
 
 
 
 
 
 
 

 

 

 



Medical / Health Practitioner Professional Information   
Last Name         Dr., Mr., Mrs., Miss., Ms.            First Name 
 
 
 
 
Street - Address and Name              Suite / Unit #               City / Town 
 
 
 
 
Postal Code      Phone Number      Fax Number         Email Address 
 
 
 
 
 
[]    Licensed Physician   []   Registered Occupational Therapist 
[]    Licensed Therapist   []   Certified Psychologist / Psychiatrist 
[]    Registered Nurse                           []    Licensed Chiropractor 
[]    Licensed Optometrist / Ophthalmologist 
[]    Other (Specify) ___________________ 
 
Disability Information 
1.  How is this person’s mobility affected?  (This question must be completed) 
 
 
2.  Would the applicant be physically able to board a conventional bus?   Yes [ ]   No [ ] 
 
3.   Is this person confined to a wheelchair?                                             Yes [ ]   No [ ] 
 
4.  For what time period will the applicant require the specialized service? 
     Temporary [ ]   Length of Time __________    Permanent [ ] 
 
Are there other factors limiting the applicants functional mobility?  Please Explain 
 
 
 
Medical / Health Practitioner Signature                           Date 
 
_______________________________                           _____________ 
               (dd/mm/yr) 
 
 
 
 

 

 

 


